The liquor was offensive and the placental swab subsequently grew Proteus spp. and Escherichia coli. The I.U.D. was expelled with the fetus. Two hours after delivery the blood pressure fell to 70/50 mm Hg, despite the blood transfusion. She was centrally cyanosed; the pulse was rapid and feeble. The central venous pressure (C.V.P.) was plus 12 cm water and the urine output for the preceeding 12 hours had been only 400 ml. The antibiotic was changed to intravenous cephaloridine together with intravenous hydrocortisone. The patient's condition then rapidly improved. The blood pressure, C.V.P., and urinary output all returned to normal levels after 10 hours. Cephaloridine was continued for eight days. She wasdischargedhome, well, nine days after admission.
Discussion
Pregnancy associated with an I.U.D. is a potentially serious condition. If the pregnancy is to continue the F.D.A. recommends that the device should be removed if the strings are visible. Removing the device may decrease the incidence of spontaneous abortion.4 Furthermore, the insidious onset of symptoms is impressive2 and the incidence of other complications is also increased.5 There is a great need for more information on I.U.D.s, and a registry system for I.U.D.s such as is being started in the U.S.A. should be considered in Britain.
The value of C.V.P. monitoring in a hypotensive patient is further emphasized here. A C.V.P. reading slightly above normal established that the cause of hypotension was "pump failure" rather than undertransfusion. It was thus the septicaemia which was treated urgently rather than the further administration of intravenous fluids. Conversion: SI to Traditional Units-Creatinine: 1 mmol/l00113 mg/100 ml. Calcium: 1 mmol/lz 4 mg/I00 ml. Phosphate: 1 mmol/l 3-1 mg/100 ml. fistula had thrombosed. There were epigastric guarding and rebound tenderness, normal bowel sounds, and no abdominal distension or free fluid. All tendon reflexes were exaggerated. Fundi normal. Haemoglobin was 6-1 g/dl, white blood count 888x109/l, blood urea 11-6 mmol/l (70 mg/100 ml), serum creatinine 530 mmol/l (6-0 mg/100 ml), sodium 128 mmol/l, potassium 5-5 mmol/l, bicarbonate 36 mmol/l, calcium 4 9 mmol/l (19-6 mg/100 ml), serum phosphate 1-3 mmol/l (4-1 mg/100 ml), alkaline phosphate 42 IU/l, protein 72 g/l, albumin 39 g/l, amylase 2838 Somogyi units/100 ml, serum alamine aminotransferase 12 IU/l, bilirubin 12-0 mmol/l (0 7 mg/100 ml). Magnesium was not measured. E.C.G. showed much shortened QTc intervals. Erect and supine abdominal radiographs showed gaseous distension, no fluid levels, and no pancreatic calcification.
The patient admitted that during the past three to four weeks she had neglected to check the hardness of the water before dialysis and had not regenerated the water softener. Probably, therefore, she had been exposed to a high dialysis fluid calcium concentration during at least two dialysis periods. When checked, the calcium concentration of the unsoftened tap water was 3-1 mmol/l (12-3 mg/100 ml) and the magnesium 0.4 mmol/l (1 0 mg/100 ml). She was dialysed in hospital for the next week using a leg Scribner shunt. Plasma calcium and amylase levels rapidly fell to normal and the symptoms resolved over the next three to four days (see fig.) . Barium 
